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nologies. Because of the large number of surgeons
involved, the problem of postgraduate education in new
technology is even more complicated. 
Whose role is it, or should it be, to design and manage
instructional programs in the use of new technology? In
the past, technical education in the use of new technology
has come from a variety of sources including industry, ad
hoc meetings (often supported by industry), visits by sur-
geons to institutions further along the learning curve,
word of mouth, and, to a lesser extent, the professional
societies. The annual meetings of The American
Association for Thoracic Surgery (AATS) and the Society
of Thoracic Surgeons (STS) have been effective in pro-
viding conceptual education, but the annual meeting for-
mat does not lend itself well to detailed technical training. 
The pace of technologic change in cardiothoracicsurgery is accelerating. As changes in instrumenta-
tion, devices, and concepts of invasive treatment con-
tinue to evolve and become more diverse, the technical
education of cardiothoracic surgeons becomes increas-
ingly difficult. Few residency programs contain faculty
experienced in the spectrum of current and future tech-
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Editorial note 
The Journal has the responsibility to morph with changes in our special-
ty. One example of this growth has been the addition to the Journal of a sec-
tion entitled “Evolving Technology.” This section provides a forum for brief
communications and original manuscripts that focus on emerging technolo-
gies that influence our practice. The same rigorous standards of peer review
are applied to these articles as to any other article accepted for publication
in the Journal. It does, however, sequester this information into an easily
identifiable section of the Journal.
Enabling technology alters the way we do things: sometimes for the bet-
ter (enduring technology) and sometimes not for the better (evanescent tech-
nology). Occasionally, new technologies that do not endure are steps in the
direction of advances that will ultimately become part of our therapeutic
options. Whereas new pharmacologic agents can usually be rapidly dis-
persed and their use can be well described in text, advances in technology
are more complex to disseminate. Ideally, one would like to minimize the
“learning curve” that accompanies technologic advances. The impact of this
learning curve may be found in articles that have assessed the efficacy of
new surgical techniques as a function of time. These articles frequently
focus on the experience within a single or a limited number of institutions.
When consideration is given to the rate at which expertise is acquired among
multiple institutions, the scatter becomes greater, progress slower, and the
attendant morbidity higher.
The accompanying comments from Dr Bruce Lytle describe one approach
to the more rapid and controlled dissemination of technologic information
and a method for the acquisition of expertise. This approach is laudatory and
should pave the way for similar demonstration projects. 
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